the others what is often loosely referred to as a 'Rosenthal pharyngoplasty' with either a superiorly or an inferiorly based flap. Believing it tethers the palate less we prefer the superiorly based flap rediscovered by Roselli (1934) . However, 2 of the patients had the operation with the flap based inferiorly (Rosenthal 1924) . In fact, both these operations should be credited to Sch6nborn, who described the superiorly based and the inferiorly based flaps in the nineteenth century (Schonborn 1876 (Schonborn , 1886 . Four of those operated on were improved; 3 were not improved.
The 4 patients with closure were treated with speech therapy only. Three became normal or virtually so. The other was a boy with an IQ of 81 who subsequently had a pushback with an island flap but even then he still retained nasal escape.
Complete clefts (16 cases): Only 5 of these patients showed no apparent closure and so were operated on; 4 were improved and one was not improved. Of the 11 who had speech therapy as a result of the image intensifier examination, 3 eventually retained a trace of nasal escape.
We had always assumed that persistent nasal escape after speech therapy when the examination had been 'satisfactory' indicated a lateral defect in velopharyngeal closure. However, we now have to reconsider this view as Pigott et al. (1969) have described a central gap after examining a palate with a nasendoscope. This in fact is the big limitation of the image intensifier. It can provide only a lateral twodimensional picture, and it cannot give us all the information required. Indeed J F Bensen (1969, personal communication) mentions a patient with an unrepaired cleft who appeared completely normal in the lateral image intensifier view.
The different effectiveness of the repaired complete and incomplete clefts that we examined should be noted. In the complete clefts there were 11 'closures' to 5 'no closures'. In the incomplete cases the ratio was reversed, with 4 'closures' to 8 'no closures'. These numbers are small but they tend to confirm the view that it is more difficult to get adequate lengthening when repairing an incomplete cleft and that those with minor clefts of the palate will not necessarily be the best speakers, In spite of its limitations we think that the image intensifier is a helpful and reasonably reliable way of investigating nasal escape. However, it is not the complete answer to diagnosis in these cases, and possibly should be supplemented by another procedure such as nasendoscopy. The gross palatal defect, with virtual absence of hard and soft palate, is usually seen in adtilts with a history of repeated and unsuccessful operations for the repair of a cleft palate in childhood. That such defects are now uncommon is due no doubt to the improved standards of modem primary repair and to the availability of antibiotics.
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For the purposes of reconstruction, large palatal defects may be classified into two groups:
(1) Those in which sufficient palatal soft tissue remains to allow the formation of a posterior velum; the large anterior fistula is then occluded with an obturator or may be repaired, if indicated, with an extra-oral skin flap. (2) Defects so large that the palatal remnants are inadequate to form any sort ofvelum and in which repair is impossible without the introduction of extra-oral skin; the obturator alone is of little value in the treatment of these defects. It is with this latter group that this short paper is concerned.
The introduction of a tubed skin flap for the repair of such defects was originally devised and described by Sir Harold Gillies' and the present author's technique differs but little from the original. However, the operation has been criticized on the grounds that it may give rise to halitosis and, more important, that the degree of improvement in speech after this major procedure is usually disappointing.
The purpose of this communication is to report a personal series of 7 patients with subtotal loss of the palate, in 6 of whom speech was markedly, sometimes dramatically, improved. None of these 6 patients suffers from halitosis and all are sub-5Gillies HI D & Evans A J (1957) Transactions of the International Society of Plastic Surgeons. First Congress. Baltimore; p 208 jectively aware of their improved speech and ability to communicate with others. In the remaining patient, the attempt at repair was abandoned at the patient's request after the insertion of the tubed pedicle became necrotic.
Techniquefirst stage: The initial attachment of the tubed pedicle (acromiopectoral for men and abdominal, via the wrist, for women) is to the upper lip. If the scar of a cleft lip repair is present this is opened to receive the tubed pedicle. Otherwise the insertion is into the nasolabial groove.
Three weeks later the other end is attached to the posterior pharyngeal wall. A semicircular flap is turned upward in the midline high on the posterior pharyngeal wall. A series of long interrupted suturesapproximately 16 in numberis then inserted, picking up the margin of the pharyngeal defect and the skin edge of the tubed flap. Each suture is clamped and kept carefully in order, the flap remaining outside the mouth during the suturing. The assistant now holds the sutures taut and the tubed flap is slid downward on to the pharyngeal wound. The sutures are tied by hand and cut short.
Post-operative management: The subsequent three weeks is a period of great discomfort for the patient and some anxiety for the surgeon as the mouth must be propped open throughout the period on a previously fitted bite block. The flap must be protected from the anterior teeth and these will have been protected with gutta percha or even, if essential, extracted.
For the earlier cases a malleable wire tray was attached to the cap splint bearing the bite block. The object was to cover the wire with gutta percha thus forming a platform on which the flap could rest clear of the tongue.
It was later found, that the tray was unnecessary, merely constituting another encumbrance in the mouth, and the patients were more comfortable with the flap simply resting on the tongue.
The airway may be difficult to maintain, particularly if the nasal septum is deviated. One nostril will already be blocked by the nasogastric tube through which immediate post-operative feeding is carried out, and, therefore, through the mouth must pass most of the patient's air, together with the tubed pedicle itself.
Tracheostomy should be performed if there is any doubt about the airway and all patients should be Warned that a temporary tracheostomy may be a necessary part of this stage. In this series trach-eostomy was required for one patient whose mouth was smaller than average. It is seldom possible to inspect the pharyngeal insertion of the flap before the next stage is begun, but regular oral and dental toilet, extending as far back as possible, must be carried out twice daily. Temporary removal or variation from time to time in the height of the bite block can be a source of great relief to the patient.
Techniquesecond stage: The extra-oral insertion of the flap is detached and the labial wound repaired. The rim at the anterior end of the defect is now incised (this incision is impossible with any conventional blade and the author uses a modified Bard Parker No. 15 blade angled through 45 degrees). The mucoperiosteum is elevated from the bony anterior rim of the defect and the tubed flap is cut in such a way that it can be drawn forward by stay sutures to lie between mucoperiosteum and bone. The portion of the flap which will be so buried is denuded of its epidermis. A few interrupted sutures unite the posterior border of the mucoperiosteal flap to the margin of the epidermal defect on the tubed pedicle. This completes the attachment and no attempt should be made at this stage to unite the lateral margins of the flap with any soft palate remnants which may be present.
Three months later the patient is readmitted for repair of one lateral margin, the attachment extending the full length of the defect and ending posteriorly at the uvular tag which is usually present. It is most important that no attempt should be made to attach both sides simultaneously as one of the wounds is likely to dehisce. The contralateral, and final, attachment is carried out six weeks later. Each margin is closed in two layers, the suture lines being staggered by so designing the flaps that buccal mucosa is turned upward into the nose and skin from the tubed pedicle brought downward into the mouth.
The repair is now complete and I have not found it necessary to undertake any defatting of the inserted flap. This may, however, be done for appearance or to facilitate the fitting of an upper denture.
To sum up, it is my opinion that the operation, though technically difficult to perform and demanding some fortitude from the patient, is of very real benefit to speech and intra-oral comfort in patients with total or subtotal defects of the palate.
